SUMMARY In a comparison of the reverse passive haemagglutination test (RPHA) with the direct immunofluorescent and rapid carbohydrate utilisation tests for the identification of Neisseria gonorrhoeae isolated from clinical specimens, 315 isolates of oxidase-positive Gram-negative diplococci were tested as pure 24-hour-old subcultures and samples from 108 similar organisms were taken directly from primary isolation plates. A similar test system was used to detect penicillinase production. Results showed agreement in 97 8Gbo of organisms tested with the RPHA and conventional methods for identification of N. gonorrhoeae; similarly there was good agreement with conventional methods for detection of penicillinase production. The test was reliable and could be read within four hours; a result was therefore available on the same day the clinical specimen was received. The time and work involved in identifying N. gonorrhoeae using the RPHA was less than with conventional methods, but differentiation between N. gonorrhoeae and other Neisseria species from throat swabs proved difficult.
Introduction
Although a presumptive diagnosis of gonorrhoea is generally made at a venereal disease clinic on the basis of the findings in a Gram-stained smear, it is important to supplement and confirm this diagnosis in the laboratory (Jephcott et al., 1974) . The laboratory must provide a rapid and definitive identification of Neisseria gonorrhoeae for this information to be of value to the clinician. At present we receive 10 000 specimens per year for the isolation and identification of N. gonorrhoeae. The primary isolation medium used is modified New York City medium (Young, 1978a, b) , and oxidase-positive, Gram-negative diplococci on these plates are further identified using direct immunofluorescence (Difco).
Any organism giving a negative result is identified from a 24-hour-old pure subculture using a rapid carbohydrate utilisation test (Young et al., 1976 York City medium and an even suspension was made in 1 ml of injection-quality distilled water to match the turbidity control. The suspension was then lysed with 5 IA of 4 mol/l sodium hydroxide using a precision micropipette. Only specimens which achieved a clarity comparable with a distilled-water blank in one minute were subsequently tested. (In fact, lysis of specimens was easily achieved, and no N. gonorrhoeae so far tested has failed to lyse.) The lysed specimens were then left for 15 Tables 1 and 2 . Discrepancies between conventional methods of identification and RPHA are summarised in Table 3 . Detection of penicillinase production is summarised in Table 4 and compared with conventional methods. () Reproduc ibility and specificity On repeated subculture of one N. gonorrhoeae strain and one N. meningitidis strain the GONO-cell and PENI-cell assays gave consistent results. The GONOcell assay gave negative results with all organisms tested except N. gonorrhoeae. There was no difference in the ability of RPHA to identify N. gonorrhoeae from 24-hour pure subcultures and from primary isolation plates. Overall the RPHA gave a false-positive rate of I * 2%
and a false-negative rate of 1% when compared with conventional methods. The false-positive results arose mainly from throat swabs containing N. meningitidis and, in one case, N. catarrhalis. It was noted during the study that several throat swabs contained both N. meningitidis and N. gonorrhoeae, and only careful scrutiny of isolation plates to identify both colonial types would prevent confusion in subsequent tests. The false-negative rate compared favourably with direct immunofluorescence suggesting that the rabbit antigonococcal antiserum used in the RPHA had a much broader spectrum of activity than that at present available in commercial immunofluorescent kits. The PENI-cell assay proved satisfactory for detecting penicillinase production.
Discussion
The RPHA has a number of advantages over the conventional methods we use at present for rapidly identifying N. gonorrhoeae and detecting penicillinase production. It enables a definitive diagnosis to be made the same day the clinical specimen is received (that is, after 18-24 hours incubation) in more cases than does direct immunofluorescence. The Venereal Disease Clinic thus has the result of culture by the time the patient is assessed at his follow-up visit. A comparison with an acidometric method for detecting penicillinase production showed that they were equally successful.
In conclusion we have found that the RPHA for rapid identification of N. gonorrhoeae and detection of penicillinase production from primary isolation plates has advantages over the conventional methods used at present. However, it does not distinguish well between N. gonorrhoeae and other Neisseria, and other tests are preferable for identifying Neisseria organisms from throat swabs. We wish to thank Mr J. Williams, Abbott 
